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When patients present with persistent or recurrent abdominal pain it is all too easy to consider a visceral source and overlook other origins for their symptoms. Patients with chronic abdominal pain are often subjected to a variety of procedures in an attempt to find a cause: simple investigations may give way to more complex and invasive ones in the pursuit of ever more obscure diagnoses. Then failure to find a visceral cause for the pain may prompt the physician to apply a functional or psychosomatic label to the patient, with any treatment directed along those lines. An awareness, however, that abdominal pain may have a non-visceral origin' 2 can forestall a fruitless search for intra-abdominal pathology. A careful history and examination, and being alert to the possibility of the symptoms arising from outside the abdominal cavity, should permit an accurate diagnosis to be made, appropriate treatment given, and an ever downward spiral of yet more negative investigations avoided.
Abdominal wall
The abdominal wall comprises the parietal peritoneum, fat, aponeurosis, musculature, and skin, and derives its somatic nerve supply from the intercostal nerves T7 to T12. Patients have difficulty describing their pain clearly because the accuracy of cutaneous sensation diminishes considerably through the deeper tissues to the viscera. Referred pain is not yet fully understood, but the autonomic system provides visceral pain afferents through the sympathetic system, which uses the same dorsal horn as the intercostal somatic nerves. Because of previous experience that most sensory impulses come from the skin the brain is thought to interpret the signal as originating superficially. The clinician needs to be aware not only of possible visceral sources of the pain, but also the more specific symptoms and tests that point to an abdominal wall origin (Tables I and II) Myofascial trigger points can be found in any part of the abdominal musculature, especially in the rectus abdominis, from where pain may be referred throughout the abdomen and even round into the back. Treatment is again by injection of local anaesthetic, which usually gives rise to swift improvement, but this is not always sustained and longer lasting treatment may be required with a local injection of phenol, TENS machine, or hot or cold applications over the affected area.
NERVE ENTRAPMENT
Nerve entrapment may occur anywhere along the path of the nerve fibre affected, from its origin at the spinal cord, through its passage out through the tissues, to its termination over the anterior abdominal wall. Several specific nerve entrapment syndromes have been described.
Rectus abdominis nerve entrapment syndrome Several authors have described a point of tenderness just over the linea semilunaris of the rectus sheath.9 '°Tensing the recti (as in Carnett's sign) makes the pain worse, and sometimes in thin patients a dimple may be seen at the site of tenderness. An anatominal explanation was offered by Applegate," in which he explained how the neurovascular bundle containing the anterior branches of the intercostal nerves turn rather sharply at the lateral border of the recti to run through fibrous tunnels in the muscle. He suggested that the trigger point is produced by herniation of the bundle with its protective fat pad through gaps in the anterior rectus sheath. Clinically, however, it is often uncertain as to whether this is a true nerve entrapment or a myofascial trigger point; distinguishing between the two is not always possible. Again, an injection of local anaesthetic at the tender point is a useful diagnostic and therapeutic procedure.
Ilioinguinal and iliohypogastric nerve entrapments The ilioinguinal nerve arises from T 12/LI nerve roots. It runs across the posterior abdominal wall under the peritoneum and then becomes more superficial as it courses round the oblique muscle layers. At a point 2-3 cm medial to the anterior superior iliac spine, the nerve emerges superficially and runs down to supply the skin on the upper medial aspect of the thigh, the root of the penis and anterior scrotum, or the mons pubis and labium majus. The iliohypogastric nerve also arises from T12/LI and runs a similar course to the ilioinguinal, overlapping its area of innervation, but including the hypogastrium.'2 These are nerves that are particularly likely to be injured by surgery, such as appendicectomy, hernia repair, and a Pfannensteil incision. 3 Nerve entrapment is associated with a persistent burning sensation in the iliac fossa, inguinal region radiating into the groin, the top of the thigh, and the lower abdomen. It is made worse by movement, including walking and straining; while curling up to flex the hip often gives some relief. There is hyperaesthesia and sometimes paraesthesiae felt in the distribution of the nerve.'4 Hyperextension of the hip may aggravate the pain. Tender spots should be sought and the area injected for diagnostic and therapeutic purposes. Surgery is sometimes required to remove the nerve and give relief.' The hover sign may be helpful. Because of the hyperaesthesia, if the hand hovers over the affected area the patient will tend to tense up and the lightest of touches will make them wince and try to move the hand away. 6 Formal testing for light touch may also be helpful in identifying an area of hyperaesthesia. as severe and persistent, having been experienced for several years and being present without let up. The pain is inconsistent with the anatomy of the nervous system, and no organic pathological or pathophysiological mechanism can be found responsible. Symptoms are often grossly out of proportion to the physical findings, and the patient usually looks well. It has been suggested that anxiety and depression may perpetuate the pain by enhancing muscle spasm, facilitating spinal reflexes, and then leading to a preoccupation with the site of the pain. A wide variety of mental disorders affect the perception of pain, and range from a depressive illness (which often responds to treatment), to hypochondriasis and somatoform disorder, which are much more difficult to manage.
In conclusion, the clinician always needs to be aware of non-visceral causes for a patient's symptoms. A careful history is crucial, and examination should always include an assessment of tender spots, with Carnett's sign, hyperaesthesia, and tenderness over the vertebral bodies. Several authors have found particular value in Carnett's sign,'2 which has been shown to be both specific and sensitive. 
